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12th graders reporting lifetime use: 
 
 

 61.2% alcohol (46.3% drunk) 

 44.5% marijuana 

18% any Rx drug 
 

SOURCE: University of Michigan, Monitoring the Future Study, 2016. 
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SOURCE:	  Center	  for	  Behavioral	  Health	  Sta\s\cs	  and	  Quality,	  (2016).	  Binge	  alcohol	  use	  is	  defined	  as	  drinking	  five	  or	  more	  drinks	  
(for	  males)	  or	  four	  or	  more	  drinks	  (for	  females)	  on	  the	  same	  occasion	  (i.e.,	  at	  the	  same	  \me	  or	  within	  a	  couple	  of	  hours	  of	  each	  
other)	  on	  at	  least	  1	  day	  in	  the	  past	  30	  days.	  :	  Percentages,	  2015	  Na\onal	  Survey	  on	  Drug	  and	  Health	  (NSDUH)	  	  
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In light of the rapidly shifting landscape regarding the legaliza-
tion of marijuana for medical and recreational purposes, patients may be more 
likely to ask physicians about its potential adverse and beneficial effects on 

health. The popular notion seems to be that marijuana is a harmless pleasure, ac-
cess to which should not be regulated or considered illegal. Currently, marijuana is 
the most commonly used “illicit” drug in the United States, with about 12% of 
people 12 years of age or older reporting use in the past year and particularly high 
rates of use among young people.1 The most common route of administration is 
inhalation. The greenish-gray shredded leaves and flowers of the Cannabis sativa 
plant are smoked (along with stems and seeds) in cigarettes, cigars, pipes, water 
pipes, or “blunts” (marijuana rolled in the tobacco-leaf wrapper from a cigar). 
Hashish is a related product created from the resin of marijuana flowers and is 
usually smoked (by itself or in a mixture with tobacco) but can be ingested orally. 
Marijuana can also be used to brew tea, and its oil-based extract can be mixed into 
food products.

The regular use of marijuana during adolescence is of particular concern, since 
use by this age group is associated with an increased likelihood of deleterious 
consequences2 (Table 1). Although multiple studies have reported detrimental ef-
fects, others have not, and the question of whether marijuana is harmful remains 
the subject of heated debate. Here we review the current state of the science re-
lated to the adverse health effects of the recreational use of marijuana, focusing 
on those areas for which the evidence is strongest.

A dv er se Effec t s

Risk of Addiction
Despite some contentious discussions regarding the addictiveness of marijuana, 
the evidence clearly indicates that long-term marijuana use can lead to addiction. 
Indeed, approximately 9% of those who experiment with marijuana will become 
addicted3 (according to the criteria for dependence in the Diagnostic and Statistical 
Manual of Mental Disorders, 4th edition [DSM-IV]). The number goes up to about 1 in 
6 among those who start using marijuana as teenagers and to 25 to 50% among 
those who smoke marijuana daily.4 According to the 2012 National Survey on Drug 
Use and Health, an estimated 2.7 million people 12 years of age and older met the 
DSM-IV criteria for dependence on marijuana, and 5.1 million people met the crite-
ria for dependence on any illicit drug1 (8.6 million met the criteria for dependence 
on alcohol1). There is also recognition of a bona fide cannabis withdrawal syn-
drome5 (with symptoms that include irritability, sleeping difficulties, dysphoria, 
craving, and anxiety), which makes cessation difficult and contributes to relapse. 
Marijuana use by adolescents is particularly troublesome. Adolescents’ increased 
vulnerability to adverse long-term outcomes from marijuana use is probably related 
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usually smoked (by itself or in a mixture with tobacco) but can be ingested orally. 
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The regular use of marijuana during adolescence is of particular concern, since 
use by this age group is associated with an increased likelihood of deleterious 
consequences2 (Table 1). Although multiple studies have reported detrimental ef-
fects, others have not, and the question of whether marijuana is harmful remains 
the subject of heated debate. Here we review the current state of the science re-
lated to the adverse health effects of the recreational use of marijuana, focusing 
on those areas for which the evidence is strongest.
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DSM-IV criteria for dependence on marijuana, and 5.1 million people met the crite-
ria for dependence on any illicit drug1 (8.6 million met the criteria for dependence 
on alcohol1). There is also recognition of a bona fide cannabis withdrawal syn-
drome5 (with symptoms that include irritability, sleeping difficulties, dysphoria, 
craving, and anxiety), which makes cessation difficult and contributes to relapse. 
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vulnerability to adverse long-term outcomes from marijuana use is probably related 

The New England Journal of Medicine 
Downloaded from nejm.org at NIH on June 5, 2014. For personal use only. No other uses without permission. 

 Copyright © 2014 Massachusetts Medical Society. All rights reserved. 



4/5/19	  

2	  

Effects	  of	  short-‐term	  MJ	  use	  
•  Impaired	  short-‐term	  memory	  	  
(making	  it	  difficult	  to	  learn	  and	  retain	  
informa\on)	  

•  Impaired	  motor	  coordina\on	  (heightening	  
risk	  of	  injury	  and	  accidents)	  

•  Altered	  judgment	  
•  In	  high	  doses,	  paranoia	  and	  psychosis	  

Effects	  of	  long-‐term	  or	  heavy	  MJ	  use	  
•  Addic\on*	  
•  Altered	  brain	  development*	  
•  Poor	  educa\onal	  outcome*	  (increased	  drop-‐out	  risk)	  
•  Cogni\ve	  impairment*	  (lower	  IQ	  func\on	  among	  
frequent	  adolescent	  users)	  

•  Diminished	  life	  sa\sfac\on	  and	  achievement*	  
•  Symptoms	  of	  chronic	  bronchi\s	  
•  Increased	  risk	  of	  chronic	  psycho\c	  disorders	  (including	  
schizophrenia)	  in	  	  predisposed	  individuals	  
	  

*	  	  the	  effect	  is	  strongly	  associated	  with	  ini:al	  MJ	  use	  in	  early	  	  	  	  	  	  	  	  	  	  	  	  
	  adolescence	  

Synthetic THC products  
a.k.a. synthetic cannabinoids 
 
 
 
Man-‐made	  mood	  altering	  chemicals	  
similar	  to	  those	  found	  in	  plant	  MJ.	  They	  
are	  smoked	  as	  joints	  or	  oils	  using	  
electronic	  cigareFes	  or	  vaping	  devices.	  
	  
Oeen	  portrayed	  as	  a	  “safe”	  alterna\ves	  
to	  plant-‐based	  MJ	  

Synthetic THC  
products 
 
Anxiety	  aFacks	  
Agita\on	  
Elevated	  heart	  rates	  
Elevated	  blood	  pressure	  	  
Vomi\ng,	  	  paranoia	  
Hallucina\ons	  
Kidney	  failure	  
Hearts	  aFacks	  
Breathing	  problems	  
Seizures	  
 
 

At	  least	  60	  overdosed	  on	  synthe:c	  
marijuana	  last	  week	  in	  Minneapolis	  
	  
It's	  the	  biggest	  toll	  since	  2015,	  said	  one	  official,	  and	  lee	  

users	  with	  hallucina\ons,	  violent	  behavior,	  or	  nearly	  

comatose.	  	  	  
By	  Libor	  Jany,	  Star	  Tribune	  October	  9,	  2017	  Online	  at:	  hFp://www.startribune.com/hcmc-‐at-‐least-‐60-‐overdoses-‐on-‐synthe\c-‐

marijuana-‐last-‐week/450132573/	  

Marijuana	  Wax	  and	  Dab	  
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Medical Marijuana 
 33 states and Washington D.C. 
 

Clinical	  condi:ons	  with	  symptoms	  that	  may	  	  
be	  relieved	  by	  MJ/cannabinoids:	  

	  

	  
•  Epilepsy	  
•  Glaucoma	  
•  Nausea	  
•  Mul\ple	  Sclerosis	  
•  AIDS	  	  associated	  was\ng	  syndrome	  
•  Chronic	  pain	  
•  Inflamma\on	  
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Marijuana can also be used to brew tea, and its oil-based extract can be mixed into 
food products.

The regular use of marijuana during adolescence is of particular concern, since 
use by this age group is associated with an increased likelihood of deleterious 
consequences2 (Table 1). Although multiple studies have reported detrimental ef-
fects, others have not, and the question of whether marijuana is harmful remains 
the subject of heated debate. Here we review the current state of the science re-
lated to the adverse health effects of the recreational use of marijuana, focusing 
on those areas for which the evidence is strongest.
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Despite some contentious discussions regarding the addictiveness of marijuana, 
the evidence clearly indicates that long-term marijuana use can lead to addiction. 
Indeed, approximately 9% of those who experiment with marijuana will become 
addicted3 (according to the criteria for dependence in the Diagnostic and Statistical 
Manual of Mental Disorders, 4th edition [DSM-IV]). The number goes up to about 1 in 
6 among those who start using marijuana as teenagers and to 25 to 50% among 
those who smoke marijuana daily.4 According to the 2012 National Survey on Drug 
Use and Health, an estimated 2.7 million people 12 years of age and older met the 
DSM-IV criteria for dependence on marijuana, and 5.1 million people met the crite-
ria for dependence on any illicit drug1 (8.6 million met the criteria for dependence 
on alcohol1). There is also recognition of a bona fide cannabis withdrawal syn-
drome5 (with symptoms that include irritability, sleeping difficulties, dysphoria, 
craving, and anxiety), which makes cessation difficult and contributes to relapse. 
Marijuana use by adolescents is particularly troublesome. Adolescents’ increased 
vulnerability to adverse long-term outcomes from marijuana use is probably related 

The New England Journal of Medicine 
Downloaded from nejm.org at NIH on June 5, 2014. For personal use only. No other uses without permission. 

 Copyright © 2014 Massachusetts Medical Society. All rights reserved. 

SOURCE:	  MN	  Dept	  of	  Health,	  2018.	  

MINNESOTA	   Marijuana 
Legal recreational use: 
 

Colorado                California 
Washington             Massachusetts 
Oregon                   Nevada 
Alaska                      Maine 
Vermont                  Michigan 
Washington D.C.  

4/5/2019	  

Marijuana 
Legal recreational use: 
 
CANADA  

	  
	  

10/17/2018	  
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Marijuana	  	  
in	  the	  

workplace	  

SOURCE:	  2013	  Na\onal	  Survey	  on	  Drug	  Use	  and	  Health	  
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Source:	  Minnesota	  Department	  of	  Human	  Services,	  ADAD,	  DAANES	  (4/26/2018)	  
	  

Methamphetamine 

Adderall 

Similarities Between Illicit & Prescription Drugs Similari:es	  between	  Rx	  s:mulants	  and	  illcit	  drugs	  	  

Methamphetamine 

Adderall 

Similarities Between Illicit & Prescription Drugs 

	  
SOURCE National Institute on Drug Abuse (NIDA). 
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Depressants	  

	  
	  

How	  depressants	  work:	  
(examples	  Valium,	  Xanax)	  
	  

Cause	  an	  increase	  in	  gamma-‐aminobutyric	  acid	  
(GABA),	  an	  inhibitory	  chemical	  messenger	  leading	  to	  
a	  decrease	  in	  brain	  ac\vity	  
	  

Are	  generally	  prescribed	  for:	  
•  Anxiety	  
•  Tension	  
•  Panic	  aFacks	  
•  Acute	  stress	  reac\ons	  
•  Sleep	  disorders	  
	  
SOURCE National Institute on Drug Abuse (NIDA). NSDUH REPORT:  DEPRESSION AMONG ADULTS EMPLOYED FULL-TIME, BY OCCUPATIONAL CATEGORY October 11, 2007

MDE, by Employment Status 
Combined data from 2004 to 2006 indicate that the preva-
lence of past year MDE among adults aged 18 to 64 was 
higher among the unemployed and those of “Other” employ-
ment status than among persons employed part time or full 
time (Table 1). Among adults aged 18 to 64, an estimated 12.7 
percent of those who were unemployed and 12.7 percent of 
those in the “Other” group experienced an MDE in the past 
year compared with 9.3 percent of those employed part time 
and 7.0 percent of those employed full time. 

Reflecting the fact that over half of the adult population 
(64.3 percent) were employed full time, a majority of those 
who experienced an MDE in the past year also were employed 
full time. From 2004 to 2006, over half of all persons aged 18 
to 64 who experienced a past year MDE (52.4 percent) were 
employed full time. 

MDE, by Occupational Category
Among the 21 major occupational categories, the highest rates 
of past year MDE among full-time workers aged 18 to 64 
were found in the personal care and service occupations (10.8 
percent) and the food preparation and serving related occupa-
tions (10.3 percent) (Figure 1). The occupational categories 
with the lowest rates of past year MDE were engineering, 
architecture, and surveying (4.3 percent); life, physical, and 
social science (4.4 percent); and installation, maintenance, and 
repair (4.4 percent).

MDE, by Demographic Characteristics and 
Occupational Category
Among full-time workers aged 18 to 64, females were more 
likely than males to have a past year MDE (10.1 vs. 4.7 
percent). The highest rates of past year MDE among female 
full-time workers aged 18 to 64 were found in the food 
preparation and serving related occupations (14.8 percent) 
and community and social service occupations (13.3 percent) 
(Table 2). The highest rates of past year MDE among male 
full-time workers aged 18 to 64 were found in the arts, design, 
entertainment, sports, and media occupations (6.7 percent). 
The lowest rates of past year MDE among both males and 
females were found in life, physical, and social science occupa-
tions (2.3 percent for males and 7.2 percent for females). 

Full-time workers aged 18 to 25 were more likely to have a 
past year MDE than full-time workers in all other age groups 
(8.9 percent for those aged 18 to 25; 7.6 percent for those aged 
26 to 34; 7.2 for those aged 35 to 49; and 5.1 percent for those 
aged 50 to 64). Among full-time workers aged 18 to 25, the 
highest rates of past year MDE were found in the health care 
practitioners and technical occupations (11.9 percent) and the 
lowest in the life, physical, and social science occupations (4.3 
percent). 

Table 1. Past Year Major Depressive Episode (MDE) 
among Persons Aged 18 to 64, by Employment Status: 
2004-2006 Combined

Source: SAMHSA, 2004, 2005, and 2006 NSDUHs.

Figure 1. Past Year Major Depressive Episode 
(MDE) among Full-Time Workers Aged 18 to 64, by 
Occupational Categories**: 2004-2006 Combined

Source: SAMHSA, 2004, 2005, and 2006 NSDUHs.

Employment Status Percent
Number in  
Thousands

Total   8.6 15,531

Full-Time   7.0   8,143

Part-Time   9.3   2,277

Unemployed 12.7      911

Other* 12.7   4,200
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Financial
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4.4

4.4
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0% 4% 8% 12%

Depressive disorders 
among FT workers by 
occupation 

 
OPIOIDS: 

	  
§  High	  abuse	  poten\al	  
§  High	  addic\ve	  

poten\al	  
§  High	  overdose	  

poten\al	  
	  
	   

 

How is heroin linked to prescription drug abuse? 

Harmful health consequences 
resulting from the abuse of opioid 
medications that are prescribed 
for the treatment of pain, such as 
Oxycontin®, Vicodin®, and Demerol®, 
have dramatically increased in recent 
years. For example, unintentional 
poisoning deaths from prescription 
opioids quadrupled from 1999 to 
2010 and now outnumber those 
from heroin and cocaine combined.16 
People often assume prescription 
pain relievers are safer than illicit 
drugs because they are medically 

of young people who inject heroin 
surveyed in three recent studies 
reported abusing prescription 
opioids before starting to use heroin. 
Some individuals reported switching 
to heroin because it is cheaper and 
easier to obtain than prescription 
opioids.2-4 

prescribed; however, when these 
drugs are taken for reasons or in 
ways or amounts not intended 
by a doctor, or taken by someone 
other than the person for whom 
they are prescribed, they can 
result in severe adverse health 
effects including addiction, 
overdose, and death, especially 
when combined with other 
drugs or alcohol. Research now 
suggests that abuse of these 
medications may actually open 
the door to heroin use. Nearly half 

Opioids Act on 
Many Places in 
the Brain and 
Nervous System 

Opioids can depress breathing 
by changing neurochemical 
activity in the brain stem, 
where automatic body 
functions such as breathing 
and heart rate are controlled. 

Opioids can increase feelings 
of pleasure by altering activity 
in the limbic system, which 
controls emotions. 

Opioids can block pain 
messages transmitted through 
the spinal cord from the body. 

What are the immediate (short-
term) effects of heroin use? 
Once heroin enters the brain, it is converted to morphine and binds rapidly 
to opioid receptors.11 Abusers typically report feeling a surge of pleasurable 
sensation—a “rush.” The intensity of the rush is a function of how much drug 
is taken and how rapidly the drug enters the brain and binds to the opioid 
receptors. With heroin, the rush is usually accompanied by a warm !ushing 
of the skin, dry mouth, and a heavy feeling in the extremities, which may be 
accompanied by nausea, vomiting, and severe itching. After the initial effects, 
users usually will be drowsy for several hours; mental function is clouded; heart 
function slows; and breathing is also severely slowed, sometimes enough to be 
life-threatening. 

What are the long-term 
effects of heroin use?
Repeated heroin use changes the physical structure12 and physiology of the 
brain, creating long-term imbalances in neuronal and hormonal systems that 
are not easily reversed.13,14 Heroin also produces profound degrees of tolerance 
and physical dependence. Tolerance occurs when more and more of the drug 
is required to achieve the same effects. With physical dependence, the body 
adapts to the presence of the drug and withdrawal symptoms occur if  use is 
reduced abruptly. Withdrawal may occur within a few hours after the last time 
the drug is taken. Symptoms of withdrawal include restlessness, muscle and 
bone pain, insomnia, diarrhea, vomiting, cold !ashes with goose bumps (“cold 
turkey”), and leg movements. Major withdrawal symptoms peak between 24–48 
hours after the last dose of heroin and subside after about a week. However, 
some people have shown persistent withdrawal signs for many months. Finally, 
repeated heroin use often results in addiction—a chronic relapsing disease that 
goes beyond physical dependence and is characterized by uncontrollable drug-
seeking no matter the consequences.15 Heroin is extremely addictive no matter 
how it is administered, although routes of administration that allow it to reach 
the brain the fastest (i.e., injection and smoking) increase the risk of addiction. 
Once a person becomes addicted to heroin, seeking and using the drug becomes 
their primary purpose in life.

NIDA Research Report Series 314%	  of	  U.S.	  residents	  
report	  the	  nonmedical	  use	  of	  Rx	  
pain	  relievers	  (life\me)	  
	  
35	  million	  people	  

SOURCE:	  Na\onal	  Survey	  on	  Drug	  Use	  and	  Health.	  

source:	  CDC	  guidelines	  2017	  
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SOURCE: CDC Guideline at https://www.cdc.gov/drugoverdose/pdf/guidelines_at-a-glance-a.pdf 

Synthe:c	  fentanyl	  and	  counterfeit	  pills	  

Counterfeit	  pharmaceu\cals	  are	  fake	  products	  manufactured	  
illegally	  in	  clandes\ne	  labs	  that	  	  resemble	  legi\mate	  
pharmaceu\cal	  drugs.	  
	  
These	  synthe\c	  opioids	  in	  tablets	  and	  powders	  drama\cally	  
increase	  the	  risk	  of	  overdose	  among	  people	  using	  them	  because	  
their	  actual	  ingredients	  and	  dosage	  amounts	  are	  unknown.	  

	  
	  

Medical	  Rx	  fentanyl	  	  
Prescribed	  in	  the	  form	  of	  transdermal	  patches	  or	  lozenges	  and	  
can	  be	  diverted	  for	  misuse	  and	  abuse.	  

	  It	  is	  50	  to	  100	  :mes	  more	  potent	  than	  morphine.	  	  

Drug	  overdose	  deaths	  involving	  FENTANYL	  
by	  quarter:	  United	  States	  2011-‐	  2016	  

SOURCE:	  Na\onal	  Vital	  Sta\s\cs	  Reports,	  Vol	  68	  No	  3,	  March	  21,	  2019	  
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The majority of individuals who 
misuse substances do not develop 
a substance use disorder. 
 
Roughly one in seven people in the U.S.
(14.6 percent of the population) are 
expected to develop a substance use 
disorder at some point in their lives.	  

Kessler,	  R.	  C.,	  Berglund,	  P.,	  Demler,	  O.,	  Jin,	  R.,	  Merikangas,	  K.	  R.,	  &	  Walters,	  E.	  E.	  (2005).	  Life\me	  prevalence	  and	  
age-‐of-‐onset	  distribu\ons	  of	  DSM-‐IV	  disorders	  in	  the	  Na\onal	  Comorbidity	  Survey	  Replica\on.	  Archives	  of	  General	  
Psychiatry,	  62	  (6),	  593-‐602	  

8 TFAH  healthyamericans.org

According to the NIDA, “the initial 

decision to take drugs is mostly 

voluntary. However, when drug abuse 

takes over, a person’s ability to exert 

self control can become seriously 

impaired.  Brain imaging studies 

from drug-addicted individuals show 

physical changes in areas of the 

brain that are critical to judgment, 

decision making, learning and 

memory, and behavior control.  

Scientists believe that these changes 

alter the way the brain works, and 

may help explain the compulsive and 

destructive behaviors of addiction.”24

Addiction

EnvironmentBiology/Genes

! Chaotic home and abuse
! Parent’s use and attitudes
! Peer influences
! Community attitudes
! Poor school achievement

! Genetics
! Gender
! Mental disorders

! Route of administration
! Effect of drug itself

! Early use
! Availability

DRUG

RISK FACTORS

Brain Mechanisms

Source: NIDA

- Adverse 
childhood 
   experiences 

Substance use disorders affect  
20.8 million Americans 
(almost 8 percent of the adolescent and adult population).  

 
That number is similar to the number of 
people who suffer from diabetes,16 and 
more than 1.5 times the annual prevalence 
of all cancers combined (14 million).17	  

SOURCE:	  16	  =	  Centers	  for	  Disease	  Control	  and	  Preven\on.	  (2015).	  
Number	  (in	  millions)	  of	  civilian,	  non-‐ins\tu\onalized	  persons	  with	  diagnosed	  diabetes,	  United	  States,	  1980-‐2014.	  
	  Accessed	  on	  May	  17,	  2016.	  and	  17.	  Na\onal	  Cancer	  Ins\tute	  Surveillance,	  Epidemiology,	  and	  End	  Results	  Program.	  (n.d.).	  
SEER	  stat	  fact	  sheets:	  Cancer	  of	  any	  site.	  Accessed	  on	  May	  17,	  2016.	  

	  
36

Receipt of Opioid Use Disorder Treatment at Specialty 
Facilities or Private Doctor Offices 

12.1%

23.8%

46.6%

20.3%

10.0%

22.5%

38.8%

18.7%

14.0%

29.9%

55.6%

22.0%

0%

10%

20%

30%

40%

50%

60%

Illicit Drug Use Disorder Opioid Use Disorder Heroin Use Disorder Prescription Pain Reliever Use Disorder

2015
2016
2017

PAST YEAR, 2015 - 2017, 12+ WITH DISORDER

+ Difference between this estimate and the 2017 
estimate is statistically significant at the .05 level. 

940k
734k

1.1M

565k
482k

631k

275k

243k

363k

414k 328k
369k

Special analysis of the 2017 NSDUH.

Most addiction  
goes untreated 

1 in 10 people 
who need treatment receive it 

SOURCE:	  Center	  for	  Behavioral	  Health	  Sta\s\cs	  and	  Quality.	  (2016).	  Results	  from	  the	  2015	  Na?onal	  Survey	  on	  Drug	  Use	  
and	  Health:	  Detailed	  tables.	  Rockville,	  MD:	  Substance	  Abuse	  and	  Mental	  Health	  Services	  Administra\on	  

  
 
Over 40 percent of people with a 
substance use disorder also have a 
mental health condition, yet fewer than 
half (48.0 percent) receive treatment 
for either disorder.	  

SOURCE:	  Center	  for	  Behavioral	  Health	  Sta\s\cs	  and	  Quality.	  (2016).	  Results	  from	  the	  2015	  Na?onal	  
Survey	  on	  Drug	  Use	  and	  Health:	  Detailed	  tables.	  Rockville,	  MD:	  Substance	  Abuse	  and	  Mental	  Health	  
Services	  Administra\on	  
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Barriers	  to	  treatment	  =	  	  
The	  inability	  to	  access	  or	  afford	  care,	  fear	  of	  
shame	  and	  discrimina\on,	  and	  lack	  of	  screening	  
for	  substance	  misuse	  and	  substance	  use	  
disorders	  in	  general	  health	  care	  serngs.	  	  

SOURCE:	  Center	  for	  Behavioral	  Health	  Sta\s\cs	  and	  Quality.	  (2016).	  Results	  from	  the	  2015	  Na?onal	  Survey	  on	  Drug	  Use	  and	  
Health:	  Detailed	  tables.	  Rockville,	  MD:	  Substance	  Abuse	  and	  Mental	  Health	  Services	  Administra\on	  

And	  about	  40	  percent	  of	  individuals	  who	  know	  
they	  have	  an	  alcohol	  or	  drug	  problem	  are	  not	  
ready	  to	  stop	  using,	  and	  many	  others	  simply	  feel	  
they	  do	  not	  have	  a	  problem	  or	  a	  need	  for	  
treatment	  —	  	  	  
which	  may	  partly	  be	  a	  consequence	  of	  the	  
neurobiological	  changes	  that	  profoundly	  affect	  
the	  judgment,	  mo\va\on,	  and	  priori\es	  of	  a	  
person	  with	  a	  substance	  use	  disorder.	  

SOURCE:	  Center	  for	  Behavioral	  Health	  Sta\s\cs	  and	  Quality.	  (2016).	  Results	  from	  the	  2015	  Na?onal	  Survey	  on	  Drug	  Use	  and	  
Health:	  Detailed	  tables.	  Rockville,	  MD:	  Substance	  Abuse	  and	  Mental	  Health	  Services	  Administra\on	  

49

Despite Consequences and Disease Burden, Treatment Gaps Remain Vast
PAST YEAR, 2017

See the 2017 NSDUH Report for additional information.

Comparison	  of	  relapse	  rates:	  
Addic\on	  vs.	  other	  chronic	  	  illnesses	  

SOURCE:	  Journal	  of	  the	  American	  Medical	  Associa\on,	  284	  (13):	  1689-‐1695,	  2000.	  
	  

Substance	  abuse	  	  
in	  the	  workplace	  

Workplace alcohol use and 
impairment affect an estimated 
15 percent of U.S. workers, 
 or 19.2 million Americans. 

SOURCE: SAMHSA Workplace Toolkit. 



4/5/19	  

9	  

Nearly 75% of all adult illicit 
drug users are employed,  
as are most binge and heavy 
alcohol users. 

SOURCE: SAMHSA Workplace Toolkit	  

The	  overall	  rate	  of	  past	  month	  heavy	  
alcohol	  use	  among	  full-‐\me	  workers	  
aged	  18	  to	  64	  	  
was	  8.7	  percent.	  

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Surveys on Drug Use and Health (NSDUHs) 2008 to 2010 
(revised March 2012) and 2011 to 2012	  

Past month

heavy 
alcohol use 
among adults aged 18 
to 64 employed full 
time, by industry 
category:	  

Source:	  SAMHSA,	  Center	  for	  Behavioral	  Health	  
Sta\s\cs	  and	  Quality,	  Na\onal	  Surveys	  on	  Drug	  
Use	  and	  Health	  (NSDUHs)	  2008	  to	  2010	  (revised	  
March	  2012)	  and	  2011	  to	  2012	  

The	  overall	  rate	  of	  past	  month	  illicit	  
drug	  use	  among	  full-‐\me	  workers	  
aged	  18	  to	  64	  	  
was	  8.6	  percent	  

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Surveys on Drug Use and Health (NSDUHs) 2008 to 2010 
(revised March 2012) and 2011 to 2012	  

Past month 
lllicit drug 
use 
among adults aged 
18 to 64 employed 
full time, by industry 
category: 	  

Source:	  SAMHSA,	  Center	  for	  Behavioral	  Health	  Sta\s\cs	  and	  
Quality,	  Na\onal	  Surveys	  on	  Drug	  Use	  and	  Health	  (NSDUHs)	  
2008	  to	  2010	  (revised	  March	  2012)	  and	  2011	  to	  2012	  

The	  overall	  rate	  of	  past	  year	  	  
substance	  use	  disorder	  	  
among	  full-‐\me	  workers	  aged	  18	  to	  
64	  	  
was	  9.5	  percent	  

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Surveys on Drug Use and Health (NSDUHs) 2008 to 2010 
(revised March 2012) and 2011 to 2012	  
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Past year 
Substance 
use disorder
among adults aged 
18 to 64 employed 
full time, by industry 
category: 	  

Source:	  SAMHSA,	  Center	  for	  Behavioral	  Health	  Sta\s\cs	  and	  
Quality,	  Na\onal	  Surveys	  on	  Drug	  Use	  and	  Health	  (NSDUHs)	  2008	  
to	  2010	  (revised	  March	  2012)	  and	  2011	  to	  2012	  

Workforce	  Drug	  Posi\vity	  at	  
Highest	  Rate	  in	  a	  Decade,	  
Finds	  Analysis	  of	  More	  than	  
10	  Million	  Drug	  Test	  Results	  

SOURCE:	  Quest	  Diagnos\cs,	  2018.	  hFps://www.questdiagnos\cs.com/home/physicians/health-‐trends/drug-‐tes\ng.html	  

Nationally, the positivity rate for the 
combined U.S. workforce held steady 
at 4.2 percent in 2017, the same as 
in 2016, but a dramatic increase over 
the 3.5 percent positivity rate from 
2012, which represented a thirty-year 
low.	  

SOURCE:	  Quest	  Diagnos\cs,	  2018.	  
SOURCE:	  Quest	  Diagnos\cs,	  2018.	  hFps://www.questdiagnos\cs.com/home/physicians/health-‐trends/drug-‐tes\ng/map_overall.html	  

When compared with non–substance 
abusers, substance-abusing employees 
are more likely to: 
 
•  change jobs frequently 
•  be late to or absent from work 
•  be less productive employees 
•  be involved in a workplace accident 
•  file a workers’ compensation claim. 

SOURCE: National Institute on Drug Abuse.	  

One quarter of American 
employees reported actual drug/
alcohol abuse or addiction within 
their family. 	  

Of these employees, 42 
percent reported being 
distracted and less productive 
at work because of their family 
member's addiction	  

SOURCE:	  Hazelden	  Workplace	  Survey,	  2005.	  
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Changes in coworkers that could signal an 
emerging substance abuse disorder: 

 
•  Extreme moodiness, defensiveness, isolation 
•  More mistakes and charting errors 
•  Absenteeism, tardiness 
•  Frequent requests to work overtime (healthcare settings) 

•  Forgetfulness 
•  Increased short absences 
•  Difficulty completing work, performing routine 

tasks 


Changes in coworkers that could signal an 
emerging substance abuse disorder (cont’d): 
 

•  Change in personal hygiene, appearance 
•  Runny nose 
•  Watery eyes 
•  Lack of coordination 
•  Frequent nausea 
•  Unsteadiness 
•  Lapses of attention 
•  Dosing off (opiates, depressants) 

•  Can’t calm down (stimulants) 

Role	  of	  Supervisor:	  
	  
Maintain	  a	  safe,	  secure,	  produc\ve,	  respecuul	  
environment	  for	  employees	  
	  
Evaluate	  and	  discuss	  employee	  performance	  
	  
Treat	  employees	  fairly	  
	  
Act	  in	  a	  	  judgment	  free	  manner	  that	  does	  not	  
demean	  or	  label	  
	  
	  
	  
	  
	  
	  

NOT	  the	  Role	  of	  Supervisor:	  
	  
Diagnose	  drug	  or	  alcohol	  problems	  
	  
Have	  all	  the	  answers	  
	  
Deliver	  counseling	  or	  therapy	  
	  
Be	  a	  cop	  
	  
	  
	  
	  

If	  confronted	  with	  a	  drug	  /alcohol	  use	  problem:	  
	  
Ask	  employee	  to	  come	  to	  a	  private	  area	  with	  a	  security	  
officer	  or	  addi\onal	  supervisor	  
	  
Inquire	  about	  the	  behavior,	  rumor	  or	  report	  
	  
Inform	  employee	  of	  your	  concerns	  
	  
Get	  their	  explana\on	  
	  
Tell	  your	  supervisor	  if	  a	  problem	  
	  
	  
	  

Successful drug-free workplace 
program elements: 
 
•  A written policy  
•  Employee education  
•  Supervisor training  
•  An employee assistance program 

(EAP)  
•  Drug testing  



4/5/19	  

12	  

Employers with successful drug-
free workplace programs report: 
 
•  Improvements in  morale and 

productivity 
 

•  Decreases in absenteeism, 
accidents, downtime, turnover, 
and theft. 

The	  Real	  Costs	  of	  Substance	  Use	  in	  
Your	  Workforce
hFps://www.nsc.org/forms/
substance-‐use-‐employer-‐calculator/
index.aspx	  
	  
	  
	  

Provides	  employers	  with	  specific	  informa\on	  
about	  how	  alcohol,	  prescrip\on	  pain	  
medica\on	  misuse,	  and	  illicit	  drug	  use	  
impact	  their	  workplaces.	  	  
	  
And	  steps	  employers	  can	  take	  to	  help	  
employees	  and	  family	  members	  of	  their	  
employees	  who	  have	  substance	  use	  
problems	  and,	  at	  the	  same	  \me,	  increase	  
the	  safety,	  health,	  and	  produc\vity	  of	  their	  
workforces.	  

carol.falkowski@gmail.com	  
www.drugabusedialogues.com	  

	  


